It is controversial whether FFA is a clinical variant of LPP. Some authors argue that FFA has a distinct clinical presentation and natural history and should be considered a specific entity. To our knowledge, the association between FFA and LPP has been mentioned in 41 patients in the literature, but large case series did not find significant numbers of cases [1] [2] [3] [4] [5] [6] [7] .
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The mean age of onset in our study is slightly higher than in other case series; however, most of the patients presented a low-tomoderate grade of severity of FFA (grades I-III in 10 patients, 64.7%). This supports the argument that the coexistence of these 2 entities is not a consequence of long-term evolution of FFA. In fact, a previous report has hypothesized the possibility of a common genetic basis [8] .
Interestingly, patients with FFA and LPP had non-scalp hair areas more frequently involved than reported in other case series of FFA or LPP. This was specially marked in eyelashes and body hair, where involvement was present in >40% of the patients. HowDear Editor, Frontal fibrosing alopecia (FFA) and lichen planopilaris (LPP) are the most frequent primary scarring alopecias. The histopathology of both alopecias is almost identical, consisting of inflammatory lymphocytic infiltrates and progressive fibrosis of the hair follicles. Despite the similar histological findings of these diseases, the clinical presentation is completely different. Although rare, some patients present clinical characteristics of FFA associated with LPP ( Fig. 1) . This association has been described previously in the literature [1] [2] [3] [4] , but there are no studies describing the characteristics of this group of patients. The aim of this study was to describe the epidemiological and clinical characteristics of patients diagnosed with FFA and concomitant LPP.
A descriptive cross-sectional study was designed including patients diagnosed with both FFA and LPP. Histologic evidence of scarring alopecia (perifollicular lamellar fibrosis) and lichenoid interface inflammation was required to confirm the diagnosis of LPP. Data regarding epidemiology, thyroid disorders, gynecological history, cutaneous comorbidities, clinical presentation, and symptoms were recorded.
We analyzed a group of 103 female patients with FFA. Seventeen patients had LPP concomitant with FFA (16.5%). All patients were women, and their mean age was 67.9 years (range 44-85). The mean age at onset of FFA or LPP was 63.9 years (range 43-82). The onset of FFA preceded LPP in 7 patients (41.2%) by a mean time of 1.6 years (range 1-3). Family history of FFA or LPP was present in just 1 case (mother and 2 aunts). A total of 6 patients had hypothyroidism (35.3%), 3 of them with positive anti-thyroid peroxidase antibodies. The mean ages of menarche and menopause were 12.2 years (range 10-15) and 47.5 years (range 40-52), respectively. Remarkable gynecological history included hysterectomy (3 patients, 17.6%), oophorectomy (3 patients, 17.6%), and breast cancer (2 patients, 11.8%). Cutaneous comorbidities and clinical characteristics of patients are summarized in Table 1 . 106 ever, some large case series noted similar frequencies [2] , and there are no specific studies assessing body hair loss which compare women with FFA to healthy controls, so this hair loss may be due to normal physiological events. Also, facial papules were detected in a significant number of patients (35.3%). Patients with FFA and LPP could have a higher susceptibility to producing intense lichenoid reactions than other patients with isolated FFA or LPP. An intense inflammatory reaction could worsen the symptoms in these patients, and this would also explain the higher percentage of patients with pruritus and pain found in our study.
Among other clinical forms of lichen observed in our study, the involvement of oral mucosae was found in a considerable number of patients (23.5%), and 1 patient had nail lichen planus. It is difficult to know whether this means that associated lichen planus is Values are n (%) unless otherwise specified. AGA, androgenetic alopecia; FAPD, frontal alopecia in a pattern distribution; FFA, frontal fibrosing alopecia; GLPLS, Graham-Little Piccardi-Lassueur syndrome; LPP, lichen planopilaris; LP, lichen planus; LSA, lichen sclerosus et atrophicus. ns, not specified; na, not applicable. a Scale of severity of FFA by Vañó-Galván et al. [4] . more common in patients with FFA and LPP, because not all case series on FFA or LPP collected these data systematically.
In conclusion, this is the first published series of patients with FFA associated with concomitant LPP. Although both of these diseases are scarring alopecias, their coexistence could lead to misdiagnosing one of them. Involvement of non-scalp hair areas and presence of symptoms could be more frequent in these patients [9, 10] .
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